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1. Review data that helped shape Indiana’s new laws 

and current best practices for opioid prescribing 
 

2. Outline a process for office implementation of safe 
prescribing practices in chronic pain management 
 

3. Review the case for objective measures of 
treatment adherence in chronic pain management 

 











http://www.cdc.gov/nchs/pressroom/states/
drug_deaths_2010.pdf 

http://www.cdc.gov/nchs/pressroom/states/drug_deaths_2010.pdf
http://www.cdc.gov/nchs/pressroom/states/drug_deaths_2010.pdf






Dunn et al. Opioid prescriptions for chronic pain and overdose. Ann Int Med 2010;152:85-92. 
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 Collaborative Retrospective Study (2008-2013) 
 Fort Wayne-Allen County Department of Health 
 Allen County Coroner’s Office 
 Fort Wayne Medical Education Program 
 Lutheran Hospital IRB 
 

 Reviewed Death Certificates – Accidental and Intentional 
 

 Reviewed Coroner’s Files 
 Coroner’s report 
 Toxicology report 
 Police report 
 Other documents 
 



 287 Overdose deaths 
 55% Increase over 6 years 

 271 cases had confirmed manner of death 
▪ Accidental vs Intentional 

 
 2010 Allen County Rate: 12.9 per 100,000 

 
 2013 Estimated Rate: 17.1 per 100,000 

 
 2013  Overdose deaths =  Motor vehicle deaths 





0

20

40

60

80

100

120

140

160

O
p

io
id

s

B
en

zo
d

ia
ze

p
in

es

A
n

ti
d

ep
re

ss
an

ts

A
n

al
g

es
ic

s

V
o

la
ti

le
s/

 a
lc

o
h

o
ls

M
et

h
ad

o
n

e

A
n

ti
co

n
vu

ls
an

ts

T
H

C

S
ti

m
u

la
n

ts
*

C
o

ca
in

e

A
n

ti
h

is
ta

m
in

es

F
en

ta
n

yl

A
n

ti
p

sy
ch

o
ti

cs

S
ed

at
iv

es
/h

yp
n

o
ti

cs

A
m

p
h

et
am

in
es

N
ar

co
ti

cs

P
ro

p
o

xy
p

h
en

e

A
n

ti
b

io
ti

cs

B
ar

b
it

u
ra

te
s

A
n

es
th

et
ic

s

G
as

tr
o

in
te

st
in

al
s

N
eu

ro
lo

g
ic

al
s

E
n

d
o

cr
in

e 
A

g
en

ts

P
C

P

U
ro

lo
g

ic
al

s

N
u

m
b

e
r 

o
f 

D
e

a
th

s 
W

it
h

 D
ru

g
 in

 S
y

st
e

m
 

Drug Class Totals 
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1. Do your own evaluation 
2. Risk stratification – assess mental health and substance abuse 
3. Set functional goals 
4. Utilize evidence based treatments 
5. Obtain informed consent + sign a treatment agreement  
6. Periodic visits are required 
7. Remember the 5 A’s   
8. INSPECT – Indiana’s prescription monitoring program 
9. Urine drug monitoring (UDM) 
10. Re-evaluate your patient and their treatment plan when the     

MED enters the 30-60 mg/day range; consider consultation  





 
 Take a thorough history 

 
 Perform a targeted 

physical exam  
 

 Do appropriate tests 
 

 Obtain and review 
records of past care 

 



Ask your patient to 
complete a pain 
assessment survey 
like the: 
 
Brief Pain Inventory 

 
Then, work together to set 

Functional Goals 



MENTAL HEALTH ASSESSMENT 

 
 

RISK FOR SUBSTANCE ABUSE 

2.  Risk Stratification for all.  Assess both the mental health status and risk for substance abuse in each patient with a diagnosis of chronic pain.  Mental health metrics such as PHQ-2 or PHQ-9 (for depression) and GAD-7 (for anxiety), are useful screening tools.  Ask patients about any past or current history of substance abuse (alcohol, prescription medications or illicit drugs) prior to initiating treatment for chronic pain.  A risk assessment survey (e.g.  Opioid Risk Tool, SOAPP or COMM) should be completed at intake for every patient seeking treatment for chronic pain.  Since risk levels may vary over time, repeat these assessments accordingly at follow-up visits.  The use of chronic opioids in “high risk” patients is strongly discouraged. 



    Treat patients that you 

identify with:   
 

 Depression (PHQ-2, PHQ-9) 
 

 Post Traumatic Stress Disorder 
 

 Anxiety/Panic Disorder (GAD-7) 
 

 Alcohol/Substance Use Disorder 
(AUDIT, DAST) 
 
 

 
 



 
          Ask patients about any past or current 

history of substance abuse (alcohol,  
         Rx meds, or illicits) prior to initiating 

treatment for chronic pain with opioids 
 
 ORT – Opioid Risk Tool 

 
 Others (SOAPP, COMM) 

 
 
 

 

2.  Risk Stratification for all.  Assess both the mental health status and risk for substance abuse in each patient with a diagnosis of chronic pain.  Mental health metrics such as PHQ-2 or PHQ-9 (for depression) and GAD-7 (for anxiety), are useful screening tools.  Ask patients about any past or current history of substance abuse (alcohol, prescription medications or illicit drugs) prior to initiating treatment for chronic pain.  A risk assessment survey (e.g.  Opioid Risk Tool, SOAPP or COMM) should be completed at intake for every patient seeking treatment for chronic pain.  Since risk levels may vary over time, repeat these assessments accordingly at follow-up visits.  The use of chronic opioids in “high risk” patients is strongly discouraged. 

These survey tools are available at:  
www.bitterpill.in.gov 











 Discuss the risks and benefits of 
opioid treatment with your 
patients, including common 
adverse effects. 
 

 Provide a clear explanation to 
help patients understand key 
elements of their treatment plan. 
 

 Counsel women of child-bearing 
age about the  potential for fetal 
opioid dependence and neonatal 
abstinence syndrome (NAS). 



 Long term benefit of treatment with opioids has not been established 
 One prescriber, one pharmacy 
 Medication is for patient’s use only; no sharing or selling meds 
 Keep medications safe; lost or stolen Rx will not be replaced 
 Renewals are contingent on scheduled appointments 
 No phone refills 
 There is potential for addiction, and abstinence syndrome if the  

medication is stopped abruptly 
 Prescription Drug Monitoring (INSPECT) will be reviewed regularly 
 Participation in Urine Drug Monitoring, as directed 
  Failure to follow policies or lack of functional benefit with the 

treatment will result in discontinuation of the opioid trial (taper) 



 Use INSPECT regularly for new and 
established patients to detect unsafe 
patterns of medication use.  
 

 Tracks all controlled substance 
prescriptions filled state-wide. 
 

 INSPECT is  free and easy to use; 
www.in.gov/inspect     
 

 INSPECT reports are required initially 
and annually as the minimum.  
Consider more regular use! 

 

* Inspect Rx data is 99% accurate 
* 3-7 day lag time for data entry 

https://exchange.acfw.net/owa/redir.aspx?C=3000c5c7333448ed83b2a1b97499e7c0&URL=http://www.in.gov/inspect


COLLECTS 
Controlled substances dispensed to Indiana residents from: 
 Retail pharmacies 
 Hospital Outpatient pharmacies 
 Mail Order pharmacies 
 Non-resident pharmacies 
 Physician dispensing out of office that is more than a 72-hour 

supply 
 
DOES NOT COLLECT 
 Any substance that is not controlled 
 Pseudoephedrine 
 Morphine/Methadone (that is less than 72-hour supply) 
 VA facility dispensing  - will be included by 2014 
 Any substance dispensed that is less than a 72-hour supply 
 Any substance that is administered directly to a patient 

 



Demo patient  



    Chronic Pain Guidelines 
function most effectively 
when the process you 
implement applies to all 
chronic pain patients ...           
 

     Universal Precautions 
 



 UDM is a useful objective tool that 
complements your other risk 
assessments. 
 

 Discussion with patients regarding 
the need for UDM should legitimately 
be based on their  SAFETY   
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 Available to all physicians in Indiana 
 

 Cost for a screening immunoassay (IA) is $100, plus 
$35 per confirmatory test, as needed.  Usual average 
is 2.5 confirmations per specimen = about $200 total 
 

 Max. total cost for self pay patients is  $60-100,   
including confirmation testing 
 

                                                                                            
 



 Lack of Time, EMR’s/poor templates 
 Lack of specific knowledge (e.g. UDM) 
 Patient expectations 
 Decreased patient satisfaction 
 Strained physician-patient relationship 
 Belief that high-dose opiates are safe 
 Belief that this change is 
      not necessary 





 
 

Physician, NP, PA: 
 

 Evaluation 
 Diagnosis 
 Problem-solving 

 
Functional assessment 
and evidence-based 
treatment 

 
 

Nurses, staff:   
 

 Organization 
 Part of routine 
 Deliver Consistency 

 
Ensure MH surveys are 
completed and INPSECT 
+ UDM get done 



    
 
 Educate office staff 
 Protocol for patients 
 Obtain records of past care 
 ?Prescribing on 1st visit 
 Refill policy 
 Lost scripts, safekeeping 
 Missed visits 
 Urine Drug Monitoring 
 Ceiling for opioids? 
 Benzo policy (e.g. opioids or 

BZD’s … not both) 
 
 



A comprehensive        
“Clinical Resource” to 
assist you in managing 
your patients with 
chronic pain 



 
 Provides links to clinical resources/toolbox 
 Provides templates for various surveys & forms 
 Links to websites with more in-depth 

information for you and your patients 
 Talking points for difficult conversations 







 Preserve patient safety first and foremost. 
 

 Perform your own evaluation, including review of records and 
ordering appropriate lab and imaging studies as needed 
 

 Screen for mental health problems and substance abuse,   
using available survey tools to supplement your history. 
 

 Set Functional Goals and expect your patient to play an active 
role in their treatment plan.  Not just pills! 
 



 Monitor compliance using objective tools; INSPECT and UDM 
are valuable resources.  They are reliable and effective! 
 

 Delegate tasks (e.g. initiating mental health surveys, pulling 
INSPECT reports) to support staff for efficiency. 
 

 Obtain patient consent for treatment with opioid medication, 
including a discussion of pertinent risks and adverse effects. 
 

 A reasonable therapeutic window for treatment of most 
legitimate medical diagnoses is 15-30 mg MED per day …     
“LESS  is MORE”                                                                                                                
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